Colon varices are very rare lesions that usually present as secondary to portal hypertension. Idiopathic colon varices are even rarer, and should be considered especially in the etiology of massive lower gastrointestinal bleeding. Forty-five year old male presented to our hospital with complaints of recurrent rectal bleeding for one week and severe anemia. The patient was transfused with 4 units of blood. His colonoscopy revealed diffuse submucosal varices. The tests performed for investigation of etiology did not reveal any portal pathology. The patient did not experience another episode of active bleeding during follow-up and was discharged with conservative recommendations. Idiopathic colon varices are rare but should be considered in the differential diagnosis of patients presenting with massive rectal bleeding. Conservative approach is first line of treatment, reserving segmental or total colectomy only for ongoing hemorrhage.
INTRODUCTION
Colonic varices (CV) and lower gastrointestinal bleeding related to these lesions are relatively rare, and are usually secondary to portal hypertension. The etiologies of CV due to portal hypertension include cirrhosis, biliary atresia, biliary sclerosis, congestive heart failure, and splenic vein thrombosis. In very rare cases, the etiology of CV could not be determined. This group named idiopathic colonic varices (ICV) has been described in the literature, albeit less frequently. Idiopathic colonic varices may be characterized by recurrent and sometimes significant bleeding (1) (2) (3) . In this report, we present, along with a discussion of the relevant literature, a patient who had a history of recurrent massive bleeding and was diagnosed with diffuse varicose veins of the colon.
CASE PRESENTATION
A 44-year-old male patient was admitted for evaluation of intermittent rectal bleeding. The bleeding usually began during bowel movements and was painless. He had previously been diagnosed with and treated for hemorrhoidal disease with similar complaints, in another center. When admitted to our clinic, he stated that the rectal bleeding was going on for the last 3 days, with no bleeding in the last 24 hours. The patient was constipated for many years. He has been using alcohol several times a week for about 20 years, and smoked 5 cigarettes per day. The abdominal examination was unremarkable. On rectal examination, hematochezia mixed with stool was detected. The complete blood test revealed hemoglobin level 5.17 g/dL, hematocrit 15.4%, and platelet count 194 000/μL. There were no biochemical abnormalities. Fluid resuscitation and blood transfusion were started. After four units of blood transfusion, the patient underwent colonoscopy, and large submucosal varicose veins were observed throughout the whole colon ( Figure 1 ). An upper gastrointestinal endoscopy was performed for the presence of gastric and esophageal varices to rule out portal hypertension, and no pathologies were detected. He was negative for hepatitis serological tests and the liver enzymes were within normal limits. Color Doppler ultrasonography of the portal system was normal. Computer tomography of the abdomen did not show any mass lesions that compressed the vascular structures and all the major vessels appeared normal. No pathologies were detected in any of the cardiac examinations and investigations. In light of these findings, the patient was considered to have idiopathic varices. The patients did not have any recurrent rectal bleeding and remained hemodynamically stable for the following 7 days, thus conservative treatment was preferred rather than surgery. He was started on oral iron preparations and oral laxatives, and was discharged. The patient did not experience any bleeding during the past 6 months.
DISCUSSION
Rectal bleeding constitutes an important group of patients admitted to general surgery and gastroenterology clinics. Although it varies by age group, the most common causes of rectal bleeding are diverticulosis, vascular ectasia, colitis, cecal ulcers, neoplasia, hemorrhoids and anal fissures (3). Bleeding due to colonic varices are rare, and are usually associated with portal hypertension (75%) (1-3) . The other causes of varicose veins in the colon include splenic vein thrombosis, congestive heart failure, mesenteric vein thrombosis, external compression, and tumor invasion (4, 5) . Idiopathic colonic varices are even rarer. Recurrent rectal bleeding may sometimes be life threatening (1, 6).
The mechanism of colonic variceal bleeding is usually thought to be the trauma during the passage of hard stool. In addition, varices themselves can stretch the mucosa and reduce the circulation, thus weakening the vessel wall and causing bleeding (1, 6).
The diagnosis of idiopathic colonic varices is established by detection of varices on colonoscopy, and by proof of the absence of factors that can lead to varicose veins. However, the hypotensive status of the patient during colonoscopy might lead to a reduction in vessel volume, and the varices might be overlooked (3, 7) . In our study, we applied the necessary evaluations to rule out pathologies that could predispose to varicose veins, such as portal hypertension, intra-abdominal mass, and thrombosis of major vascular structures. When varices are detected during colonoscopy, accidental biopsy or carelessly implementation of endoscopy procedures can lead to severe bleeding (5).
Idiopathic colonic varices are more common in males and in the 4 th decade. Idiopathic colonic varices are often detected throughout the whole colon, and they can be distinguished from varicose veins occurring due to other causes by this feature. Non-idiopathic colonic varices generally show a segmental distribution (1).
There is no standard choice for the treatment of idiopathic colonic varices, still conservative approach is more appropriate. Segmental or total colon resection may be necessary in cases of uncontrolled massive bleeding. As part of conservative treatment, if the patient presents with anemia without requirement for transfusion or if anemia persists despite transfusion, iron supplements may be recommended. In patients with a history of constipation, the intestinal contents should be kept soft with recommendations of a dietician and oral laxatives (1, 3, 6) . Our patient was started on oral iron preparations and lactulose treatment due to a hemoglobin level of 9.5 g/dL after 4 units of red blood cell transfusion and constipation.
No etiologic causes for the colonic varices were detected despite all evaluations, and the patient was managed conservatively with a diagnosis of ICV. He did not experience any episodes of bleeding during the last 6 months, and he is still under follow-up.
CONCLUSION
Idiopathic colonic varices are rare, but are important since they can be fatal due to severe bleeding. It should be considered in the differential diagnosis of patients who present with rectal bleeding and the etiology cannot be determined. It should also be noted that emergent segmental or total colectomy may be required. 
